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Although the study of early intervention has
accelerated greatly in the last decade, and this accel-
eration has increased following September 11, 2001,
the early intervention evidence base remains very
limited. Early intervention is defined here as inter-
ventiondesigned to preventchronicemotional prob-
lems and minimize long-term deterioration in qual-
ity of life following trauma exposure. A conference,
sponsored by a number of federal agencies (includ-
ing the Department of Defense, Department of Vet-
erans Affairs, Department of Justice, National Cen-
ter for PTSD, National Institute of Mental Health,
and American Red Cross), recently assembled ex-
pertsfromaroundtheworldtoarrive ataconsensus
about early interventions following incidents of
massviolence. Conference attendees concluded that
the evidence available from methodologically-
strong randomized controlled trials (RCTs) does
not permit definitive confirmation or refutation of
the effectiveness of any early psychological inter-
vention following major incidents (see
www.ncptsd.org/facts/disasters/fs_consensus.html).
The majority of RCTs in this field have investigated
treatments following the aftermath of individual
traumas, rather than collective traumas, but strong
conclusionsaboutindividual preventive treatments
are also unwarranted at present. Moreover, there
areno RCTsthatspecifically address early interven-
tion with traumatized children.

Psychological debriefing. Psychological debrief-
ing can be provided in many ways, but is here
defined as a single-session intervention delivered
togroupsorindividuals with the aims of promoting
disclosure of traumatic experiences, normalizing
reactions to trauma, educating participants about
stress reactions, enhancing coping, and identifying
those who may benefit from more intensive ser-
vices. Although psychological debriefing was origi-
nally intended for active-duty military and emer-
gency services personnel, it has been applied to
civilians in many settings. Results of RCTs con-
ducted to date indicate that psychological debrief-
ing delivered to individuals or couples does not pre-
vent PTSD or other psychopathology (Rose et al.,
1999), and may worsen psychological outcomes in

some participants (Mayou et al., 2000). Overall, less
rigorous evaluations have produced mixed find-
ings, but most of the better studies have failed to
indicate clear benefits of group psychological de-
briefing (Deahl et al., 2000). Some research also
suggests that extending psychological debriefing
by increasing the number of post-trauma contacts to
three does not improve psychological outcomes
(Carlier et al., 2000).

Currently, there is no evidence from RCTs to
support the preventive efficacy of Critical Incident
Stress Debriefing (CISD), a structured method of
group review of a critical incident developed for
emergency services personnel. CISD may assist with
group cohesion, morale, and other important out-
comes, but this has not been demonstrated empiri-
cally. Atpresent, itremains unclear whether CISD is
more effective than traditional methods of discus-
sion, social support, or other psychological responses
to occupational stress. Mitchell and Everly (2000),
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the developers of CISD, emphasize that CISD was
not intended to be used separately from the other
components of a larger program of critical incident
stress management (CISM), whichisa“comprehen-
sive, integrative, multi-component crisis interven-
tion system.” They acknowledge that there isa need
for greater methodological rigor in CISD studies,
and for systematic evaluation of CISM systems.
Recent reviewers have raised questions about
the efficacy of psychological debriefing as currently
practiced (Litz et al., in press; Raphael & Wilson,
2000; Rose et al., 2001). In general, the reviewers
conclude that there is sufficient empirical evidence
to recommend that psychological debriefing not be
routinely provided to individuals immediately af-
ter trauma, but that careful RCTs of CISD and other
forms of psychological debriefing for both indi-
viduals and groups are needed. The International
Society for Traumatic Stress Studies’ Practice Guide-
lineson psychological debriefing (Bisson et al., 2000)
state that, if employed, debriefing should be con-
ducted by experienced, well-trained practitioners,
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should not be mandatory, should utilize some clinical
assessment of potential participants, and should be accom-
panied by clear and objective evaluation procedures.

One theory about why debriefing may produce nega-
tive outcomes links these outcomes with the association
between heightened arousal in early-phase post-trauma
and greater likelihood of long-term psychopathology
(Bryant & Harvey, 2000; Shalev, 2001). Because verbalizing
of the trauma in debriefing may override a natural inclina-
tion of the highly distressed to avoid reminders of the
trauma, and is time-limited in a group setting, habituation
to the evoked distress may not occur (as it is intended in
exposure therapy). Therefore, overriding dissociation and
avoidance soon after trauma via debriefing may be detri-
mental to some individuals, particularly those with height-
ened arousal.

Cognitive-behavioral interventions. Cognitive-behavioral
early interventions have generally been provided in an
individual format for traumasurvivorswho are experienc-
ing significant distress. They have incorporated a variety
of intervention methods (i.e., anxiety management train-
ing, cognitive restructuring, exposure therapy, and use of
therapeutic “homework™). To date, early provision of cog-
nitive-behavioral interventions has been delivered to indi-
vidual survivorsover the course of about 4 - 5 sessions, and
generally at least 2 weeks after a trauma.

Recent research hasyielded promising resultsinterms
of the potential of cognitive-behavioral interventions to
prevent psychopathology. Female victims of assault who
received a four-session intervention reported significantly
fewer reexperiencing and depressive symptoms five
months post-assault, compared with a matched untreated
control group (Foaetal., 1995). A similar intervention was
associated with improvements in global severity of PTSD
and other outcomes in sexually assaulted women
(Echeburua et al., 1996).

Bryant and colleagues (1998) compared a cognitive-
behavioral intervention to supportive counseling with
survivors of either motor vehicle accidents or industrial
accidents diagnosed with acute stress disorder. More cog-
nitive-behavioral intervention than supportive counseling
participants improved in terms of intrusions, avoidance,
and depression, at both post-treatment and follow-up
assessments. The study was replicated and extended in a
comparison of prolonged exposure, exposure plus anxiety
management, and supportive counseling (Bryant et al.,
1999). Six months after the trauma, 67% of the supportive
counseling condition, 23% of the prolonged exposure plus
anxiety management condition, and 15% of the prolonged
exposure condition met criteria for PTSD.

Bryant and Harvey (2000) are very clear that some
elements of cognitive-behavioral interventions (i.e., pro-
longed exposure) are not appropriate for everyone. In
cases where exposure methods may be contraindicated
(i.e., those experiencing extreme anxiety, suicide risk,
marked ongoing stressors, or acute bereavement), other
techniques, including anxiety management, supportive
therapy, or pharmacological intervention may be used.

Eye movement desensitization and reprocessing
(EMDR) is a form of intervention that uses treatment
components similar to those employed in cognitive behav-
ioral interventions, combined with alteration of attention
back and forth across the midline viaeye movements, taps,
orsounds. Solomon (1998) offers case examples and guide-
lines for using EMDR in acutely traumatized individuals.
However, we were unable to find published clinical trials
of EMDR as an early intervention.

There has been no controlled outcome research on
early intervention with children. Recent practice param-
eters for the psychological treatment of traumatized chil-
drenwith chronicPTSD(Cohenetal., 1998) concluded that:
(a) early intervention with children is important, (b) no
single treatment approach will likely be applicable for all
traumatized children, (c) cognitive-behavioral therapy has
been demonstrated in several recent empirically sound
studiesto be effective intreating traumatized children,and
(d) interventions for children generally include some com-
ponents of art or play therapy, cognitive-behavioral tech-
niques, school and/or family intervention, and sensory/
motor/learning interventions if necessary.

Finally, although traumatic events are sometimes as-
sociated with loss of life, the degree to which early trau-
matic grief-related interventions can play arolein prevent-
ing or reducing grief-related problems remains relatively
unexamined at this time. In a review of treatment for
traumatic grief (Jacobs & Prigerson, 2000), the authors
concluded that both cognitive-behavioral and psychody-
namic treatments hold promise. They also suggested that
a therapy specifically designed to address traumatic grief
will be most useful. “Traumatic Grief Treatment,” which is
based on cognitive-behavioral components, is currently
undergoing an RCT. In a pilot study, the treatment had a
large beneficial effect on grief, anxiety, and depression
symptoms (Shear et. al., 2001).

“Frontline” treatment. Management of combat stress
reactionsinactive-duty personnel hasevolvedtouse front-
line treatment as a way of increasing rate of return to
military units and reducing psychological distress (Neria
& Solomon, 1999). The three principles of frontline treat-
ment are proximity (administer the intervention close to
the traumatic event), immediacy (give treatmentassoon as
possible following onset of symptoms), and expectancy
(quick return to the unit is expected). Methodologies used
in studies of frontline treatment are relatively weak. The
best study to date is that of Solomon and Benbenishty
(1986), who studied Israeli soldiers with known combat
stress reactions during the 1982 Lebanon War. Using a
guasi-experimental design, the investigators found that
return to unit was strongly related to all three frontline
treatment principles, with expectancy most closely associ-
ated with PTSD. Conclusions of this study are, however,
limited by the study methodology, and, generally, the
utility of FT in reducing the negative consequences of both
combat and civilian trauma exposure requires more care-
ful empirical investigation than has been achieved to date.

2



PTSD RESEARCH QUARTERLY

FALL 2001

Pharmacotherapy. Although medications are routinely
used to manage pain and anxiety following trauma, there
are few investigations of pharmacotherapy as an early
intervention. In the immediate post-traumatic period, it is
difficult to distinguish between acutely symptomatic indi-
viduals who will recover from those who will go on to
develop psychiatric sequelae. As a result there is great
reluctance to utilize any medications at this time. How-
ever, there are both theoretical and experiential reasons
(Shalev & Ursano, in press) to expect that judicious use of
certain medications can make a difference in the manage-
ment of acute traumatic stress reactions. Initial research
into this area includes a study showing no utility of benzo-
diazepines (initiated within 2 and 18 days) in affecting the
course of PTSD and anxiety symptoms (Gelpin et al., 1996)
and a study by Pitman et al. (in press) investigating the
utility of a beta-adrenergic blocker in preventing PTSD.
The latter study posited that propranolol theoretically
might be expected to disrupt the development of fear
conditioning and consolidation of intrusive traumatic
memories by blockade of beta-adrenergic receptors within
six hours of a traumatic event. Although propranolol did
not protect against the development of PTSD at 3-month
follow-up, receipt of propranolol was associated with re-
duced physiological reactivity upon exposure to internal
trauma cues (mental imagery). A challenge for the imme-
diate future is to empirically establish whether medica-
tions should be administered in early phases post-trauma,
and if so, which medications, under what circumstances.

Other intervention components. Early intervention rou-
tinely includes the encouragement of basic care compo-
nents such as rest, recreation, return to normal routines
and roles, mutual social support, and education of survi-
vors and families. In the mass violence and early interven-
tion consensus conference mentioned above, these and
other componentswere strongly endorsed. Currently, there
is little controlled research on which to judge the effective-
ness of these components. Forexample, little has been done
to investigate the design and impact of early trauma-
related education. An exception is Resnick and colleagues’
(1999) reportthata 17-minute educational videotape shown
to sexually-assaulted women to prepare them for forensic
rape examinations resulted in significantly lower post-
exam distress ratings and anxiety symptomes.

Improving early intervention research and practice. Gener-
ally, the methodological rigor or degree of replication
across settings of the studies cited here is relatively weak,
so that few conclusions can be drawn about the various
interventions. Litz and colleagues (in press) have outlined
methodological requirements of future research. Recom-
mendations for continued research are outlined below.

First, although early interventions will often be devel-
oped in the crucible of critical incidents, the theoretical
underpinnings of services should be better developed and
evaluated. @rnerand Schnyder’supcomingbook (in press)
attempts to address application of early intervention from
both an empirical and theoretical stance, as demonstrated

by the chapter provided by Shalev and Ursano (in press).
Second, it is important to develop and research practical
methods of identifying those at high risk for developing
chronic post-trauma problems (Brewin et al., in press).
Third, little is known about the differential application of
early interventions with various trauma survivor audi-
ences, so that comparisons of early intervention methods
across survivor groups would be helpful. More attention
should be givento evaluation of existing early intervention
services, such as community-based rape crisis counseling,
victim assistance counseling, and disaster mental health
services. Fourth, little empirical research has examined the
responsiveness of those exposed to traumas to offers of
preventive care. Following adisaster, for example, many of
those in closest proximity do not believe that they need
help, and will not seek out services, despite reporting
significant emotional distress. Reasons noted have been
the feeling that one is “better off”” than those more affected,
and that distress indicates weakness of some sort, as well
as a preference for seeking informal support from family
and friends (Sprang, 2000). After critical incidents, 71.4% of
a sample of emergency responders reported welcoming
contact with colleagues, whereas only 9.2% welcomed
contact with outside professionals (Drner, in press). As
evidence-based early interventions are developed, it will
be important to study marketing of services and the factors
thataffecttheir utilization,and to include peer- and family-
delivered interventions.

Finally, more effort is needed to develop methodolo-
gies for early intervention research, and to study the ethics
of research on early intervention. Research should address
the real-world complexity of trauma survivors, and not
systematically exclude survivorswith co-morbid substance
abuse and other problems. Outcomes measured should
include substance abuse, depression, health, work and
other role functioning, quality of life, consumer satisfac-
tion, and cost. Itis ethically difficultin many settings to use
no-treatment, waiting-list, or assessment-only control
groups, and research should address the concerns of pro-
viders that research assessment soon after traumatization
may exacerbate symptoms or be unacceptable to survivors
(Ruzek & Zatzick, 2000).
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trauma survivors who are at risk of developing chronic PTSD.
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cognitive behavior therapy. Specifically, this study indexed the
relative efficacy of prolonged exposure and anxiety management
in the treatment of acute stress disorder. Method: 45 civilian
trauma survivors with acute stress disorder were given five
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matic incidents, psychological interventions have been devel-
oped such as Critical Incident Stress Debriefing. The present
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diately or shortly after traumatizing life events, the best known of
which is Psychological Debriefing. Tertiary interventions com-
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sexual and nonsexual assault who received 4 sessions of a cogni-
tive-behavioral program shortly after the assault. Their PTSD and
depression severity was compared with that of 10 matched recent
female assault victims who received repeated assessments of
their trauma-related psychopathology (assessment control; AC).
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postassault, victims who received the BP program had signifi-
cantly less severe PTSD symptoms than victims in the control
condition; 10 percent of the former group met criteria for PTSD
versus 70 percent of the latter group. Five and a half months
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severe reexperiencing symptoms.
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390-394. Background: Most types of psychotropic drugs have been
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treatment may be more efficacious. Specifically, high-potency
benzodiazepines have been recommended for the treatment of
acuteresponsestotraumaand for prevention of PTSD. This study
prospectively evaluates the effect of early administration of ben-
zodiazepinesonthe course of PTSD and PTSD symptoms. Method:
13 trauma survivors (the benzodiazepine group) were treated
within 6.7 + 5.8 days after the trauma (range, 2-18) with either
clonazepam (N =10, 2.7 + 0.8 mg/day) or alprazolam (N = 3, 2.5
mg/day). 13 other trauma survivors, pair-matched with subjects
in the active treatment group for gender and symptom severity in
the first week after the trauma, constitute the control group. Both
groups were reevaluated 1 and 6 months after the trauma for
PTSD symptoms (Horowitz Impact of Event Scale; Mississippi
Rating Scale for Combat-Related PTSD-civilian trauma version),
PTSD status (Clinician Administered PTSD Scale), state anxiety,
depression, and resting heart rate. Results: Subjects in the benzo-
diazepine group did not differ from controls in 1-month and 6-
month PTSD and anxiety scores. Repeated measures ANOVA

showed no group or group-by-time effect on psychometric mea-
sures. A trend toward group-by-time interaction in resting heart
rate was noted (progressive decrease in the benzodiazepine
group). 9 benzodiazepine subjects and 3 controls met PTSD
diagnostic criteria 6 months after the trauma. Conclusion: Con-
trary to expectations, the early administration of benzodiaz-
epines to trauma survivors with high levels of initial distress did
not have a salient beneficial effect on the course of their illness,
while reducing physiologic expression of arousal.

JACOBS, S. & PRIGERSON, H. (2000). Psychotherapy of
traumatic grief: A review of evidence for psychotherapeutic
treatments. Death Studies, 24, 479-495. The authors present the
concept of Traumatic Grief and then review controlled studies
that pertain to its psychotherapeutic treatment. They conclude
that it will most likely be a specific therapy for Traumatic Grief
that will be proven most effective in systematic studies com-
pleted in the future.

LITZ, B.T., GRAY, M. J., BRYANT, R. A. & ADLER, A. B. (in
press). Early intervention for trauma: Current status and future
directions. Clinical Psychology: Science and Practice. Although
psychological debriefing (PD) represents the most common form
of early intervention for recently traumatized people, there is
little evidence supporting its continued use with individualswho
experience severe trauma. This review identifiesthe coreissuesin
early intervention that need to be addressed in resolving the
debate over PD. It critiques the available evidence for PD and the
early provision of cognitive-behavioral therapy (CBT). Based on
available evidence, we propose that psychological first aid is an
appropriate initial intervention but that it does not serve a thera-
peutic or preventive function. When feasible, initial screening is
required so that preventive interventions can be used for those
individuals who may have difficulty recovering on their own.
Evidence-based CBT approaches are indicated for people who
are at risk of developing posttraumatic psychopathology. Guide-
linesfor managing acutely traumatized people are suggested and
standards are proposed to direct future research that may ad-
vance our understanding of the role of early intervention in
facilitating adaptation to trauma.

MAYOU, R.A.,EHLERS, A., & HOBBS, M. (2000). Psychologi-
cal debriefing for road traffic accident victims: Three-year
follow-up of a randomised controlled trial. British Journal of
Psychiatry, 176, 589-593. Background: Psychological debriefing is
widely used for trauma victims but there is uncertainty about its
efficacy. We have previously reported a randomised controlled
trial which concluded that at 4 months it was ineffective. Aims: To
evaluate the 3-year outcome in a randomised controlled trial of
debriefing for consecutive subjects admitted to hospital follow-
ing a road traffic accident. Method: Patients were assessed in
hospital by the Impact of Event Scale (IES), Brief Symptom
Inventory (BSI) and questionnaire and re-assessed at 3 months
and 3 years. The intervention was psychological debriefing as
recommended and described in the literature. Results: The inter-
vention group had a significantly worse outcome at 3 years in
terms of general psychiatric symptoms (BSI), travel anxiety when
being a passenger, pain, physical problems, overall level of
functioning, and financial problems. Patients who initially had
high intrusion and avoidance symptoms (IES) remained symp-
tomatic if they had received the intervention, but recovered if
they did not receive the intervention. Conclusions: Psychological
debriefing is ineffective and has adverse long-term effects. It is
not an appropriate treatment for trauma victims.
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press). Pilot study of secondary prevention of post-traumatic
stressdisorderwith propranolol.Biological Psychiatry. Background:
Preclinical considerations suggest that treatment with a beta-
adrenergic blocker following an acute psychologically traumatic
event may reduce subsequent post-traumatic stress disorder
(PTSD) symptoms. This pilot study addressed this hypothesis.
Methods: Patients were randomized to begin, within six hours of
the event, aten-day course of double-blind propranolol (n=18) vs.
placebo (n=23) 40 mg four times daily. Results: The mean (SD)
one-month Clinician-Administered PTSD Scale (CAPS) score of
11 propranolol completers was 27.6 (15.7), with one outlier 5.2
SDs above the others’ mean, and of 20 placebo completers 35.5
(21.5), t=1.1, df=29, p=.15. Two propranolol patients’ scores fell
above, and nine below, the placebo groups’ median, p=.03 (sign
test). Zero of eight propranolol, but eight of 14 placebo, patients
were physiological responders during script-driven imagery of
the traumatic event when tested three months afterwards, p=.04
(all p values one-tailed). Conclusion: These pilot results suggest
that acute, post-trauma propranolol may have a preventive effect
on subsequent PTSD.

RESNICK, H., ACIERNO, R., HOLMES, M., KILPATRICK,
D. G., & JAGER, N. (1999). Prevention of post-rape psychopa-
thology: Preliminary findings of a controlled acute rape treat-
ment study. Journal of Anxiety Disorders, 13, 359-370. Violent
sexual assault such as rape typically results in extremely high
levels of acute distress. The intensity of these acute psychological
reactions may play a role in later recovery, with higher levels of
immediate distress associated with poorer outcome. Unfortu-
nately, post-rape forensic evidence collection procedures may
serve to increase, rather than reduce, initial distress, potentially
exacerbating future psychopathology. To address these concerns,
anacute time-frame hospital-based video intervention was devel-
oped to: (a) minimize anxiety during forensic rape exams, and (b)
prevent post-rape PTSD, panic, and anxiety. Preliminary data
indicated that (1) psychological distress at the time of the exam
was strongly related to PTSD symptomatology 6 weeks post-
rape, and (2) the video intervention successfully reduced distress
during forensic exams.

ROSE, S., BREWIN, C.R., ANDREWS, B., & KIRK, M. (1999). A
randomized controlled trial of individual psychological de-
briefing for victims of violent crime. Psychological Medicine, 29,
793-799. Background: It has been suggested that giving people the
opportunity to talk about a traumatic experience may prevent the
development of later disorder. We tested the efficacy of two brief
interventions, education and psychological debriefing, designed
to prevent adverse psychological reactions to criminal victimiza-
tion. Methods: Individuals who had been the victims of a violent
crime within the past month were written to and invited to take
part in a study of their attitudes to crime and punishment: 2161
were contacted and 243 replied, of whom 157 were eligible and
were randomly assigned to either an education condition, to a
psychological debriefing plus education condition, or to an as-
sessment only condition. Education involved providing informa-
tion about normal post-traumatic reactions. Debriefing involved
in-depth probing about events, thoughts and feelings experi-
enced during the crime. Subjects were recruited from police and
hospital sources and interviewed in their own homes: 138 were
followed up at 6 months, and 92 at 11 months. Results: Outcome
was assessed using a DSM-11I-R diagnosis of PTSD, the Post-
traumatic Symptom Scale, the Impact of Event Scale and the Beck

Depression Inventory. All groups improved over time but there
were no between-group differences. Conclusions: No evidence
was found to support the efficacy of brief one-session interven-
tions for preventing post-traumatic symptoms in individual vic-
tims of violent crime.

RUZEK,J.I.& ZATZICK, D.F. (2000). Ethical considerations in
research participationamongacutely injured traumasurvivors:
Anempirical investigation. General Hospital Psychiatry, 22, 27-36.
Posttraumatic behavioral and emotional disturbances occur fre-
quently among physically injured trauma survivors. Despite
increasing investigative interest in the evaluation and treatment
of psychological distress in acutely injured patients, few studies
have assessed ethical considerations surrounding research par-
ticipation. The authors empirically investigated ethical consider-
ations in research participation among 117 physically injured,
hospitalized, motor vehicle accident and assault survivors. Im-
mediately following a 1-hour research interview, participants
responded to 10 questions assessing the experience of research
participation. The majority of study subjects found participating
in the protocol a positive experience. Most of the hospitalized
patients reported that they experienced control over initiation
and discontinuation of the protocol and that they derived benefit
from their research participation. A minority of participants
reported that they experienced unwanted thoughts and unantici-
pated upset during the protocol and that they felt they could not
refuse participation. However, over 95 percent of patients re-
ported that the benefits of protocol participation outweighed the
costs and that in retrospect they would again agree to participate.
These results suggest that while a minority of participants may
have difficulties with specific aspects of protocol enroliment,
overall research participation is well tolerated by the majority of
acutely injured, hospitalized, trauma survivors.

SHALEV, A.Y. (2001). What is posttraumatic stress disorder?
Journal of Clinical Psychiatry, 62, Supplement 17, 4-10. Our under-
standing of PTSD has increased significantly over the last 2
decades. Although the cause of the condition is usually easy to
determine in individual patients, the symptoms of PTSD are
diverse and a mixture of psychological processes are involved.
This article presents a broad overview of PTSD, including its
definition according to DSM-IV and ICD-10 diagnostic criteria,
and its clinical course with reference to its association with
depression and other mental disorders. The article also briefly
reviews the assessment of patients and considers physiologic
features such as responses to startle stimuli that appear to be
useful in diagnosing PTSD and in differentiating it from other
anxiety disorders and depression. Finally, a brief overview of the
treatment of PTSD is given, including psychological and biologi-
cal treatment options.

SOLOMON, R.M. (1998). Utilization of EMDR in crisis inter-
vention. Crisis Intervention and Time-Limited Treatment, 4, 239-246.
A critical incident is a situation that results in an overwhelming
sense of vulnerability and/or lack of control. Information taken
in during the traumatic situation may become dysfunctionally
stored in the brain, unable to process, resulting in PTSD symp-
toms. Clinical issues that arise in the emotional aftermath often
center around one or more of the following issues: (1) responsibil-
ity for the event; (2) personal vulnerability and present safety;
and (3) lack of control and efficacy. Eye Movement Desensitiza-
tion and Reprocessing (EMDR) is a therapeutic method that can
accelerate the processing of the blocked information resulting in
a decrease of symptoms and adaptive resolution. Rather than
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forcing a person through stages of recovery, EMDR reprocesses
dysfunctionally stored information, enabling recovery to take
place inaway thatis natural for the client. Consequently, with an
appropriate clinical framework, EMDR can be applied in the
days and weeks following critical incidents to help people pro-
cess trauma. Case examples illustrate the use of EMDR in the
aftermath of a critical incident to deal with issues of responsibil-
ity, present safety, and efficacy.

ADDITIONAL CITATIONS
Annotated by the Editor

BREWIN, C.R.,ROSE, S., & ANDREWS, B. (in press). Screen-
ingtoidentify individuals atrisk after exposure to trauma. In
R. @rner & U. Schnyder (Eds.), Reconstructing early intervention
after trauma. Oxford: Oxford University Press.
Reviews empirical findings on the psychometric properties of
instruments for the screening of individuals to detect PTSD.
Information on both children and adultsis included. The authors
discuss the properties of a good screening instrument and pro-
vide information about their own 6-item measure.

BRYANT, R. A, HARVEY, A. G,, DANG, S. T., SACKVILLE,
T., & BASTEN, C., (1998). Treatment of acute stress disorder:
A comparison of cognitive-behavioral therapy and support-
ive counseling. Journal of Consulting and Clinical Psychology, 66,
862-866.
Randomly assigned 24 participants with ASD due to civilian
trauma to 5 sessions of either cognitive behavioral or supportive
therapy. Compared with supportive therapy, cognitive behav-
ioral therapy significantly reduced the likelihood of PTSD and
the severity of PTSD and depressive symptoms.

MCFARLANE, A. (2000). Can debriefing work?: Critical

appraisal of theories of interventions and outcomes, with

directions for future research. In B. Raphael & J. P. Wilson

(Eds.), Psychological debriefing: Theory, practice and evidence

(pp. 327-336). Cambridge: Cambridge University Press.
Reviews influences on the evaluation of debriefing: military
psychiatry, crisis intervention, Marshall’s narrative tradition,
psychoeducation, grief counseling, group psychotherapy,
cognitive-behavioral therapy, psychopharmacology, and
catharsis.

MITCHELL, J. T. & EVERLY, G. S. (2000). Critical Incident
Stress Managementand Critical Incident Stress Debriefings:
Evolutions, effects and outcomes. In B. Raphael & J. P. Wilson
(Eds.), Psychological debriefing: Theory, practice and evidence (pp.
71-90). Cambridge: Cambridge University Press.
Describes the components of Critical Incident Stress Manage-
ment and reviews the historical foundations of this approach to
early intervention. The authors discuss mechanisms of action in
CISM and review existing research.

NERIA, Y. & SOLOMON, Z. (1999). Prevention of posttrau-

matic reactions: Debriefing and frontline treatment. In P. A.

Saigh & J. D. Bremner (Eds.), Posttraumatic stress disorder: A

comprehensive text (pp. 309-326). Boston: Allyn and Bacon.
Reviews empirical findings on debriefing and frontline treat-
ment. The authors describe the development of frontline treat-
ment from World War | to the present and discuss the principles
of proximity, immediacy, and expectancy.

DRNER, R. J. (in press). A new evidence base for making
early intervention in emergency services complementary to
officers’ preferred adjustment and coping strategies. In R.
drner & U. Schnyder (Eds.), Reconstructing early intervention
after trauma. Oxford: Oxford University Press.
Assessed critical incident distress in 118 front-line responders
and 99 second-line responders. Although 74% reported their
emotional reaction to at least one critical incident as being over-
whelming, only 6% reported intrusive symptoms consistent with
Acute Stress Disorder or PTSD.

ROSE, S., WESSELY, S., & BISSON, J. (2001). Brief psychologi-
cal interventions (“debriefing”) for trauma-related symp-
toms and prevention of post traumatic stress disorder. The
Cochrane Library, Volume 2001 Issue 2.
Used the Cochrane Collaboration method of literature review to
examine empirical studies of debriefing. The authors conclude
that debriefing does not reduce the risk of developing PTSD or
reduce symptoms of depression or anxiety. Practice and research
implications are provided.

SHALEV, A. Y. & URSANO, R. J. (in press). Mapping the

multidimensional picture of acute responses to traumatic

stress. In R. @rner & U. Schnyder (Eds.), Reconstructing early

intervention after trauma. Oxford: Oxford University Press.
Presents a multidimensional framework for understanding acute
responsetotrauma. The authors define 4 phases ofimpact, rescue,
recovery, and return to life and for each of these phases, then
define the principal stressor, the concrete goals of behavior,
psychological tasks, salient behavior patterns, the role of all
helpers, and the role of professional helpers.

SHEAR, M.K.,FRANK E., FOA E.,CHERRY, C.,REYNOLDS,
C.F.,,VANDERBILT,J. & MASTERS, S. (2001). Traumatic grief
treatment: A pilot study. American Journal of Psychiatry, 158,
1506-1508.
Conducted an open trial of treatment for traumatic grief, in 21
men and women an average of 3 years post-bereavement. Inten-
tion-to-treat analyses, using data from the 13 completers and 8
dropouts, showed significant and meaningful decreases in grief,
depression, and anxiety symptoms.

SOLOMON, Z. & BENBENISHTY, R. (1986). The role of prox-
imity, immediacy, and expectancy in frontline treatment of
combat stress reaction among lIsraelis in the Lebanon War.
American Journal of Psychiatry, 143, 613-617.
Examined the effectiveness of treatment stressing proximity,
immediacy, and expectancy in Israeli soldiers who experienced
a combat stress reaction. Each treatment principle was associ-
ated with greater likelihood of returning to duty and a lower
likelihood of PTSD.

SPRANG, G. (2000). Coping strategies and traumatic stress
symptomatology following the Oklahoma City bombing.
Social Work and Social Sciences Review, 8, 207-218.
Examined the relationship between coping styles and outcomes
in a follow-up of 383 men and women who had participated in a
prior study of the Oklahoma City bombing. Individuals classified
asavoidant copers were less likely than task-oriented or emotion-
oriented copers to have received treatment.
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PILOTS UPDATE

Thissummer we added the 20,000th record to the PILOTS
database. It has long been our goal to add 2000 records per
year tothe database, and we are pleased to reportthatwe are
consistently meeting (and often exceeding) that target. We
have increased the frequency of updates to the database,
with new records now being added bimonthly instead of
guarterly. The increased use of online document sources,
and the purchase of new pen scanners, have appreciably
shortened the time it takes us to get indexing for new
publications into the database.

We have also taken steps that will significantly shorten
the time it takes for database users to get the publications
they find by searching PILOTS. We now offer hypertext
links to the full text of an increasing number of journal
articles—nearly 2,000 as of November 2001. Here’s how it
works:

After you’ve submitted your search command(s) and
received your search results, scroll to the bottom of your
screenand choose the “medium” format fromthe “redisplay
items” menu. If the full text of a publication is available
online, you will see a hypertext link in the “Availability”
field for that record. Just click on that link, and your query
will be directed to the requested publication’s current loca-
tion on its publisher’s website.

What happens next is up to the publisher.

In some cases, the requested publication will appear on
your computer screen in PDF or other full-text form, either
because the publisher has decided to make it available free
of charge, or because it recognizes your computer’s internet
address as belonging to an institution that subscribes to that
publication.

In other cases, the publisher’s website will give you a
citation and abstract, and provide an opportunity to obtain
access to the full text, either by providing a user identifica-
tion and password or by charging an access fee to your
credit card.

Each publisher sets its own access policies and charges,
and may change these from time to time. (The National
Center has no control over these.) In almost every case,

however, you will pay no more for the convenience of
immediate desktop access to the publications you need than
you would pay to order them from a commercial document
delivery service. We expect that clinicians without ready
access to academic or medical libraries will find this conve-
nience especially beneficial.

Links from PILOTS database records will be made only to
documents whose publishers use document object identifi-
ers (DOIs) to establish permanent Web addresses for them.
This policy ensures that links will continue to work even
when publishers reorganize their websites. Our goal is to
make these links as reliable as the bibliographical informa-
tion that we provide.

We expect to increase the number of full-text links over the
coming months, as new publishers participate in the coop-
erative system that makes this possible, and as journals
make more back issues available online. As book publishers
and other agencies begin to use DOIs, we shall add links to
the full text of these publications as well.

For over a decade, the PILOTS database has helped re-
searchers and clinicians identify those publications that
contain the information they need. Now we shall be able to
take our users directly to that information.
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